A major problem in the practice of adolescent psychiatry is the choice of a course of treatment; for this choice in a disturbed adolescent will depend mar kedly on the presence or absence of a schizophrenic or borderline schizophren ic reaction. The differentiation between a borderline schizophrenic reaction in adolescence and the turmoil of adoles cence is very difficult. The writings on this topic are few in number and in general, can be summarized by saying that it is all very difficult.
Adolescence has often been denned as a normal period of psychosis. Anna Freud (3) described the phenomenology of the life of an adolescent as being "anxieties, the height of elation, the depth of despair, the quickly rising en thusiasms, the utter hopelessness, the burning -or at other times sterileintellectual and philosophical preoccu pations, the yearning for freedom, the sense of loneliness, the feeling of op pression by the parents, the impotent rages or active hates directed against the adult world, the erotic crushes -wheth er homosexually or heterosexually dir ected, and the suicidal fantasies." She concludes by saying that the upholding of a steady equilibrium during the adolescent process is in itself abnormal. "I take it that it is normal for an adoles cent to behave for a considerable length of time in an inconsistent and unpredic table manner; to fight his impulses and to accept them; to ward them off suc cessfully, and to be overrun by them; to love his parents and to hate them, to be deeply ashamed to acknowledge his mother before others, and unexpectedly to desire heart-to-heart talks with her; to thrive on imitation of and identifica- tion with others, while searching un ceasingly for his own identity; to be more idealistic, artistic, generous and unselfish than he will ever be again, but also the opposite, self-centered, egoistic, and calculating."
Before discussing the recognition of the presence of a borderline schizophren ic reaction in an adolescent, this term should be defined, since borderline is used with many different meanings by many different writers. It will be applied here in what is its most widely used form -to describe those patients with the potentiality of becoming overtly schizophrenic. Such patients do not have the symptoms of an overt schizophrenic psychosis at present -but they may, especially under stress, develop them. This term would cover those groups called compensated schizotypes by Rado (5) , latent schizophrenics by Bychowsky (2), ambulant schizophrenics by Zilboorg (7) , and pseudoneurotic schizo phrenics by Hoch and Polatin (4) .
It is important in the study of all dis turbed adolescents to establish the pre sence or absence of a borderline schizo phrenic reaction. Its presence is suspected when there are symptoms that indicate that the patient is developing a thought disorder, and/or a disturbance of affect of schizophrenic type, and/or is begin ning to detach from reality.
It is easy to make the diagnosis of borderline schizophrenic reaction when there is a past history of overt schizo phrenic symptomatology or if there is some evidence of loosening of the asso ciations at certain times or if there is a flattening or shallowness of the affect or a tendency to paranoid thinking. It is much harder to differentiate from 'just adolescence' if the symptoms are disturbances of judgment, poor em-pathy and understanding of others, an absence of enjoyment, periods of seclusiveness or sexual and philosophical pre occupations. Spotnitz (6) states that the persistence of the above symptom pic ture is one of the most reliable differen tiating criteria. If this behaviour persists and is pervasive, one must suspect an underlying schizophrenic process.
Hoch and Polatin (4) emphasize that a mixture of the neuroses, especially if there is free-floating anxiety as well, often indicates an underlying schizo phrenic process, and they have given the name of 'pseudoneurotic schizophrenia to this group. Lauretta Bender (1) has described a group which she calls pseudopsychopathic schizophrenics. She states that some adolescents who are delinquent have an underlying schizo phrenic process.
Psychological testing, the Rorschach and T.A.T. in particular, are extremely useful in the search for the presence of schizophrenic psychological processes.
The following case history may serve to illuminate the difficulties of the dif ferential diagnosis between a borderline schizophrenic reaction and a situational reaction of adolescence. P.R., a 14-year-old boy was admitted to the psychiatric ward of a general hospital in New York in January 1961 for observation, after he was forcibly brought to the hospital by his father. The boy had become completely pre occupied with baseball over the past six months and was now spending all his time reading, studying, thinking and playing baseball. He would not do any school-work, unless it were to write an essay on baseball or do a book report on a baseball book. He had been a successful 'Special Progress' student but was now failing. He had become increasingly hos tile to his parents and would not talk to them at all, but remained close to his sister who was 4 years older and also hostile to the parents. He ate apart from his parents and would not travel with them. His father's disinterest in baseball infuriated him. All of his time at home was spent either watching baseball games on T.V., reading the Baseball Encyclopedia or practising baseball in the backyard. He had many friends, several of whom were close. Most of them were interested in baseball but not to the same extent. There had been no change in his social behaviour and he was still disinterested in girls. He was quite tense and there was a constant high level of hostility. There was considerable dispute as to whether a couple of his answers in the first mental status examination indicated the beginning of a thought disorder. No other examination did so. He became civil to the author, who was chief resident, when he discovered his interest in baseball, and became downright friendly to him when he discovered chat they shared a strong aversion to the New York Yankees. Their relationship developed rapidly as they continued to exchange baseball anecdotes, and he mellowed and relaxed on the ward. Once the relationship was set, he was discharged home and seen as an out-patient twice weekly.
We were soon able to start exploring the family relationships, and it became apparent that the patient was quite terrified of physical destruction at the hands of a malignant and fearsome father. He had reached the level of school at which his father had stopped, and his anger at being surpassed by his young competitor was quite evident. As the patient came to see this, he decided to remove the competitive element from his relationship with his father. He was careful not to mention any of his successes in front of him, and he would ask for his help, even at times when he did not need any. The father quickly sof tened and became increasingly paternal. The over-emphasis on baseball, which had begun to drop away while still in hospital, now fell to acceptable proportions and his schoolwork improved. The significance of baseball to him seemed to lie in its being the one area of phy sical endeavour in which he was successful. It reassured him of his physical prowess at a time when he greatly feared physical destruc tion. His problems about aggression were ex plored in the succeeding year-and-a-half of therapy. Treatment terminated in June, 1962. The patient was seen in November, 1964; he was developing nicely, and functioning well in all areas.
Because of the pervasiveness, almost to the point of bizarreness, of the symp toms, the initial impression on admission had been that of a borderline schizo phrenic reaction, but the ease with which this boy formed a warm give-andtake relationship with the therapist and the other many warm friendships he had and the ease with which the symptoms abated, mitigated against the diagnosis. There was nothing during the course of treatment to suggest the presence of an underlying schizophrenic process. It is necessary to establish the presence or absence of a borderline schizophrenic reaction early, for it is of great impor tance in deciding on the treatment pro gram for the patient.
If the patient is a borderline schizo phrenic, the prime focus of treatment should be to prevent a psychosis. En vironmental manipulation can be very useful here, in order to protect the pa tient against severe stresses. The parents should be told that they have a child who can run into serious difficulty and that they must not pressure him. Anxiety has a deteriorating effect, and tranquil lizers should be used if the patient has free-floating anxiety or anxiety attacks.
Psychotherapy, of a supportive nature, is of great value. It is essential that the relationship with the therapist be a posi tive one. The therapist should be a sym pathetic, kindly, understanding friend, who reality tests the patient's various fears, thereby assisting the weakened ego of the patient in its reality-testing func tion. He should be a real person who expresses thoughts and ideas, who will, if asked, give information and guidance to the patient but will not be offended if it is not accepted. He should be a real person who offers the adolescent patient someone with whom to identify, and such identification with a stable, calm figure is of tremendous therapeutic value. He should not be a blank image on whom the patient can project his transferences -for the borderline schizophrenic this is much too anxietyprovoking. For the therapist to accom plish his supportive role, the relationship must be a positive one, and he therefore must not leave himself open for the patient's negative transferences.
One does not remove the neurotic defences of the borderline patient by interpreting them, for this releases the previously defended-against anxiety and may lead to the onset of the psychosis. Rather, one seeks to strengthen useful defences, such as intellectualization, and lessen the need for others, by reducing the ego's needs for those defences. This can be done by reality-testing the fantasied threats that the patient fears, by offering a less punitive and less rigid superego, and by manipulating the en vironment to reduce stress.
For example, an 18-year-old girl with serious dental difficulties could not tolerate a drill in her mouth without gagging. When asked why, she said it made her think of fellatio. The therapist nodded, and said he could understand then why she gagged, but that it was just a metal drill and dental powders, and she was able to go on with the dental work. There was no attempt to tie up the fellatio fantasy to her dentist father, nor to explore it any further.
Free associational techniques lead to the rapid eruption of anxiety-provoking material and this is not desirable, as anxiety has a deteriorating effect and also the resultant preoccupation with fantasy material lessens the patient's tenuous hold on reality. The therapy sessions should therefore be focused on real life situations. Rado (5) stresses the ego-strengthen ing effects of pleasurable experiences, and points out that many borderline schizophrenics are not motivated to search for pleasure. It is often helpful for the therapist to orient the patient toward intellectual or artistic pursuits that may bring them pleasure.
Here then, in the handling of the defences and in the management of anxiety, can be seen a major difference in the treatment of patients with a borderline schizophrenic reaction, from the treatment of patients with psychoneuroses or personality disorders. Failure to recognize the presence of an under lying schizophrenic process, may lead to the choice of the wrong treatment program for the patient, with a resultant worsening of his condition, and the onset of a psychosis. This point has been stressed by many writers, such as Leo Spiegel, Sandor Rado, Bychowsky etc.
Bychowsky (2) suggests that the danger signals during treatment of an oncoming psychosis are lack of resis tance, rapid disappearance of symptoms, quick emergence of repressed material, rapid acceptance and use of symbols and magical or paranoid thinking. These do not all hold true in adolescence where the rapid disappearance of symptoms and the quick emergence of repressed material are characteristic of therapy. Some of these therapeutic techniques can be demonstrated in the case history of E.S., an 18-year-old girl who returned home to her parents' apartment from college in January, 1959, and refused to go outdoors from June on, of that same year. There was no evidence of an overt psychosis, but it was readily apparent that she was close. It was necessary to work constantly with the parents to keep pressure off the patient, and to help them to tolerate her eccentric behaviour and requests. The patient received 300-400 mgms. of promazine* daily. She was seen three times a week at her home. By March, 1960, nine months after she start ed staying home, she had begun to be more active and assertive and developed a new inter est in politics -which is a favourite interest of the author. The rising star of JFK caught her interest and she began to root avidly for his candidacy for the Democratic nomination. Most of the sessions consisted of political dis cussions. His victory in the July convention led her to decide to assist his campaign and, in order to get used to going out, she left the apartment for the first time in a year, accom panied by the therapist. About a block from the apartment house, she became acutely an xious and had fantasies of sexual attack. These were reality-tested and the anxiety subsided. After two more such walks with the therapist, she was able to go out with her parents for walks, and then for car rides. Her staunch Republican parents had to give her moneywhich she sent to the Democratic party, and they had to attend Democratic party rallies with her. They all went to see Harry Truman, and Eleanor Roosevelt, and stood in the rain to see JFK. She went to the hairdresser for the first time in two years -to get a 'hairdo' like Mrs. Kennedy's. Although a Canadian, the author now had a vested interest in the success of JFK and his November triumph was most welcome. She began coming to the office, and the promazine was discontinued. She then decided to take courses in political science and history at the Columbia School for Special Studies and did well in them. In September, 1961, she began attending Columbia full-time, majoring in history and political science. She dated frequently, the boys considered her pretty, charming and an intellectual. She was transferred to another therapist prior to the author leaving N.Y.C. In March, 1963 she was still progressing nicely. 0 Sparine.
Politics offered an opportunity to em phasize the intellectual life to the pa tient. These discussions, aided by her fine retentive mind, provided a consider able source of pleasure to her, and a safe arena in which she could play out her hostilities to her parents. She was drawn away from the malignant emo tional struggle with her parents. The pleasure and success which she derived from her political interests were instru mental in leading her back to a full and active role in society.
Summary
It is necessary to establish the presence or absence of a borderline schizophrenic reaction early, for it is of great impor tance in deciding on the treatment pro gram for the patient. Its presence is suspected if there are symptoms that indicate that the patient is developing a thought disorder, and/or a disturbance of affect of schizophrenic type, and/or is beginning to detach from reality. It is also suspected if there is a persistence of such symptoms as disturbances of judgment, poor empathy and under standing of others, an absence of enjoy ment, periods of seclusiveness, or sexual and philosophical preoccupations. Mix tures of the neuroses, with free-floating anxiety often indicates an underlying schizophrenic process.
In the treatment of a patient with a borderline schizophrenic reaction, the prime focus should be on the prevention of a psychosis. The child should be protected against severe stresses, which may involve some environmental mani pulation. Anxiety has a deteriorating effect and tranquillizers may have to be used.
Supportive psychotherapy is of great value. It is essential that the relationship with the therapist be a positive one. The therapist should be a real person who offers the adolescent patient someone with whom to identify. One strengthens useful defences and lessens the need for the other defences by reducing the ego's needs for those defences, e.g. by reality Resume II faut etablir tres tot la presence ou l'absence d'une reaction-limite de schizo phrenic car la chose est de grande im portance pour decider du programme de traitement dont le malade a besoin. La schizophrenic est suspectee s'il y a des symptomes qui indiqueraient que le ma lade est en train de contracter un trouble de la pensee et(ou) un trouble de l'affect du type schizophrenique, et(ou) un commencement de detachement de la realite. On la suspecte egalement si Ton constate une persistance de symp tomes tels que le trouble du jugement, une mediocre empathie et comprehen sion des autres, une absence d'agrement, des periodes de reclusion ou des preoc cupations d'ordre sexuel ou philosophique. Les neuroses mixtes avec anxiete floue font souvent penser a. un processus sous-jacent de schizophrenie.
Dans le traitement du malade qui pre sente une reaction-limite de schizophre nic, il faut mettre l'accent surtout sur la prevention d'une psychose. II faut proteger l'enfant contre les tensions graves, ce qui peut comporter une mani pulation par le milieu. L'anxiete possede un effet de deterioration et il faudra peut-etre recourir a des tranquillisants.
La psychotherapie d'appoint est fort utile. II importe que la relation avec le therapeute soit positive. Le therapeute doit etre une personne reelle qui offre au malade adolescent quelqu'un avec qui s'identifier. On renforce les defenses utiles et attenue la necessite d'autres defenses en reduisant les besoins du moi pour ces defenses, par exemple, en mettant a 1'epreuve les fantasmes par la realite, en offrant un supermoi moins punitif et moins rigide et en manipulant le milieu pour reduire les tensions. II est souvent utile d'orienter le malade vers des experiences agreables qui ont pour effet de renforcer le moi.
Ici, par consequent, dans la facon de traiter les defenses et l'anxiete, on peut voir une difference d'importance ma jeure entre le traitement des malades qui presentent une reaction-limite de schizo phrenic, et le traitement des malades qui presentent des psychonevroses ou des troubles de la personalite. Si Ton ne reconnait pas la presence d'un processus sous-jacent de schizophrenie, on se trompera peut-etre dans le choix d'un programme de traitement pour le malade, ce qui aggravera son etat et fera naitre une psychose.
